When one looks at the history of the medical profession in eighteenth-century England, the striking feature is the extent to which historians have concentrated on the minority of famous and distinguished medical men, mostly in London, and how little is known of the much more numerous rank-and-file practitioners of provincial England. This paper is part of a study that attempts to redress the balance by an examination of the clinical practice, the social status, and the economic rewards of ordinary provincial medical men.
Edinburgh. Here and there in the provinces a few exceptional practitioners stood head and shoulders above the rank and file. John Huxham and William Withering in physic, Charles White and William Hey of Leeds in surgery, and John Ferriar and John Haygarth in hygiene and public health provide a few examples. Most of these pioneers practised in the second half of the century, and most held appointments at hospitals or dispensaries where, through their posts as honorary physicians and surgeons, they were part of a new elite.
Below this level, the rank-and-file provincial practitioners ("the unpretentious apothecaries-the quasi-irregulars")1 are often perceived as a group of ill-educated or even near-illiterate tradesmen, who kept shops and combined the sale of medicines with groceries and toilet articles. Their practice was based on a primitive knowledge of physic and pharmacy, surgical operations crudely carried out, and unskilled man-midwifery. The tendency for such men to combine the practice of medicine with another occupation is taken as evidence of the poverty of medical practice at this level. For those who see this as an accurate picture of eighteenth-century provincial practice, it follows that the evolution of such practitioners into prosperous respectable professional men did not occur until the nineteenth century, following the introduction of the Apothecaries' Act of 1815 and the appearance of the general practitioner.
Recently, however, Holmes has put forward a very different thesis.2 In his opinion, the medical profession came into existence in the period between 1680 and 1730 because of the rise of the surgeon-apothecary. For the first time, "the doctor truly arrives in English society".3 His claim is based on the breakdown of the tripartite system-due in part to the Rose case of 1704-and the increasing scope of medical practice signified by the emergence of the surgeon-apothecary; but most of all, perhaps, on the improved education of medical practitioners through attendance at the voluntary hospitals and the private medical schools.4 Moreover, Holmes claims that public recognition and the development amongst medical men of a sense of corporate identity played an important part in the "arrival" of the doctor for the people in general. In other words, Holmes sees the transition of medicine from a disparate ill-educated group of practitioners to a "medical profession" as a process that took place in the late seventeenth and early eighteenth centuries, in stark contrast to the more conventional view that these changes took place a century later.
Thus there are many aspects of medicine in the eighteenth century that are still unresolved, and one of the most important is the extent of the market for medical care and how that market was satisfied. One of the key questions here is the relative contribution of the orthodox and the unorthodox practitioners-the regular 'Ibid., p. 167 4Holmes's emphasis on advances in medical training forms the weakest part of his thesis. Although there was an increasing tendency for rank-and-file practitioners to attend courses of instruction in hospitals and private medical schools or to go to Edinburgh, very few did so before 1730. Even by 1750, it was still a small minority who received such training. There was no substantial improvement in the education of medical practitioners before, at the earliest, the second half of the eighteenth century. 2 practitioners on the one hand and, on the other, the irregulars, empirics, or quacks. It seems obvious at first sight that a large and thriving market for quackery would have tended to depress the general standard of medical care as well as the prosperity of regular practitioners; for we tend to see the situation in adversarial terms with two clearly distinguished and opposing groups of practitioners locked in bitter competition with each other. Any attempt to discover how many patients employed the orthodox medical men, how many the quacks, and how this varied with time and place, raises a number of questions which go beyond a matter of simple rivalry for a single market.
For example, was the market, in social terms, the same for both kinds of practitioner? If so, was there one kind of quack for the rich and another for the poor, or did the same one tailor his approach according to the customer? To what extent were the services of the orthodox and the quack mutually exclusive? Did the public drift from one to the other, or (hedging their bets) utilize both at the same time? In attempting to answer such questions there is the obvious difficulty that quacks rarely left records of their practice. Another, less obvious, but equally serious difficulty, is the frequent impossibility of distinguishing between orthodoxy and heterodoxy in medical practice in the eighteenth century.
Often, it is easy to identify the quacks or empirics because of their remarkable tendency to run true to form. Usually, they were itinerant, advertising their attendance in a certain town for a limited period, and tending to select the same diseases as their particular specialities. With surprising consistency, they claimed to cure some or all of a list of disorders, including eye diseases (especially blindness); ruptures or "broken bellies" (cured by medicines or a special apparatus); cancers (cured without operation); deafness (if the ear-drum was intact); and above all venereal disease, usually mentioned in some coy euphemism.5 Often, they entitled themselves "Dr" and sometimes added a medical degree, and they listed the famous or royal patients they claimed to have cured. All this was advertised in characteristic language.6 Our knowledge of this group, the blatant or obvious quacks, is based largely on their advertisements; but even here there are pitfalls. "Chevalier" John 6For an extensive account of eighteenth-century quackery, to which the author acknowledges his indebtedness, see Roy Porter, 'The language of quackery '; in press (1985) , for publication in a volume to be edited by Roy Porter and Peter Burke.
If we dismiss Taylor as a perverse exception, it still remains true that practitioners in the eighteenth century were to some extent an amorphous group. The blatant quack stood out at one end of the spectrum. At the other, the orthodox practitioner could be identified by one or more of a number of criteria: by the possession of a medical degree if he was a physician; by honorary appointments at a hospital or dispensary; by the orthodoxy of his training, even if it was no more than a standard apprenticeship; and most of all by his methods and style of practice. Between these extremes, a grey area existed where differentiation into neat historical categories is impossible. This should cause no surprise. In the absence of formal training, examination, and licensing, the term "medically qualified" is often meaningless.
These are some of the historical problems that form the background to this paper, which attempts to describe the clinical practice and social and economic status of the provincial medical practitioner of eighteenth-century England.
II
The evidence presented in this paper is based largely on manuscript sources in provincial record offices. Particular emphasis has been placed on a single ledger which belonged to an eighteenth-century practice in Wells, Somerset.7 The importance of this ledger lies in the exceptional quality and quantity of clinical notes which describe the routine of daily practice. Major and minor cases were recorded in unselected sequence. At the time this ledger was used-between 1757 and the early 1760s-two practitioners were in partnership: Benjamin Pulsford, the senior partner, and William Pulsford, his nephew. The cases recorded in the ledger, however, were all those of William.
In the early years of the eighteenth century, this practice was in the hands of Christopher Lucas (c. 1676-1756).' Lucas was both the surgical colleague and friend of Claver Morris (1659-1726), a physician at Wells known chiefly for the edited account of his diary published in 1934.9 Christopher Lucas's nephew Benjamin Pulsford (1716-84) was practising in Wells at least as early as 1742,10 but it is not known whether he was in partnership with his uncle or succeeded him in the practice. In either case, it was probably about 1756, following the death of Christopher Lucas, that Benjamin Pulsford, in his turn, took into partnership his nephew William Pulsford. The partnership is assumed from the evidence of the ledger. No partnership agreement survives nor evidence of William's apprenticeship or training. William died at the age of twenty-nine in July 1765.11 He was therefore in his early twenties 8Margaret Allen, 'Medical practice in eighteenth-century Wells', Somerset Historical Studies, 1969, 25-35. 9E. Hobhouse (editor) , The diary of a West Country physician, London, Simpkin Marshall, 1934 . "Based on the evidence of payment of a bill by overseers of the poor. "1A commemorative tablet in the cloisters of Wells Cathedral appears to record the date of death as 26 July 1761. On very close inspection, it can be seen that the stone has been recut and originally the date was recorded as 26 July 1764. Both dates are incorrect, the true date of death being 26 July 1765, recorded in the register of births, deaths, and marriages, and preserved in the library of Wells Cathedral. The probable reason for the mistakes was that the stone was provided long after the death of William Pulsford, by Canon Pulsford of Wells, in the nineteenth century. 4 when the entries were made in the ledger, while his uncle and senior partner was in his early forties. The later history of the Pulsfords is only marginally relevant and many details are incomplete."2 William Pulsford died without issue; but Benjamin Pulsford had three sons, Lucas, James, and William. Lucas and James became surgeons and Lucas joined his father, living and practising from his father's house. Nothing is known of James except that he died young and apparently without issue. Lucas, who died in 1819 of apoplexy aged sixty-nine, and was described in the Gentleman's Magazine as "for many years an eminent surgeon" in the City of Wells, prospered, and his children rose The ledger is therefore the clinical and financial record of a young surgeon in country practice, keen, energetic, but relatively inexperienced. Margaret Allen15 in her account of the Pulsfords also concluded that William was the author of the ledger, but suggested that he acted as book-keeper, entering both his own and his uncle's cases. This is most unlikely. The nature of the entries shows clearly that the writer was describing things he had seen for himself and decisions he alone had made. Sometimes he and his uncle attended together (as, for example, when a major operation was performed) but otherwise there is never a hint that he is.describing the practice of the senior partner.
III
It is now widely recognized that the titles and designations of medical men in the eighteenth century often bore little relationship to the nature of their practice. ' classical model of a pre-nineteenth-century profession divided hierarchically into three distinct groups of physicians, surgeons, and apothecaries, each adhering strictly to their rightful spheres of practice, had little application to provincial practice. To an increasing extent, one finds the commonly adopted designations of medical men were such as "surgeon, apothecary, and man-midwife", or even "physician and surgeon". There was nothing inherently illogical in such titles. Medicine was not, from the practical point of view, regarded as so immense that no individual could encompass the whole of it.
The kinds of factors that determined the actual manner of practice cultivated by an individual were not only varied, but essentially opportunistic. These factors included, for instance, temperament and personal preference, family background and education, and apprenticeship, together with any other form of medical training. But the most telling factor was commercial opportunity. If there was no competition at all-if the practitioner was alone in his district-he was forced to practise all branches of medicine whether he was entitled physician, surgeon, or apothecary. His position was that of Robert Young, a naval surgeon in 1797, who remarked in his journal that, whatever his rank or title, the occupation of a naval surgeon was that of physician, surgeon, and apothecary rolled into one.'7 Most provincial practitioners practised to some extent most branches of medicine, but individual examples demonstrate the extent to which their choice was determined by competition.
John midwifery-in fact, all the business he could obtain because he was a vain, smoothtongued man, with an inordinate love of money, even for the eighteenth century.2' Mr Misters of Shipston-on-Stour in Worcestershire was also described as a "surgeon" but his records show that the vast majority of his cases were medical and most of his income was derived from the dispensing of drugs.22 James Clegg of Chapel-en-le-Frith (1679-1755) was a Dissenting minister who undertook the practice of medicine after learning the rudiments of physic from a physician in Macclesfield. When threatened with prosecution in the spiritual courts for obtaining access to patients through his privileges as a minister, he bought an MD from Aberdeen in 1729 and became, by this process, a "legitimate" physician. Most of his practice was medical but he treated surgical cases when he had to and he practised pharmacy-that is, he dispensed medicines for his patients.23
William Broderip of Bristol, with his carriage and coachman and his grand country house, was a prime example of a successful apothecary, although his vanity led him to adopt the title "Dr" and pretend to be a physician in the outlying districts.' From the manner in which they practised there was little difference between Clegg and Broderip. Both practised physic and pharmacy, but Broderip in his best years made by far the higher income.
The Pulsfords provide an example of a practice in which, although many medical cases were treated, the emphasis was mainly surgical. The extent of midwifery in the practice is uncertain. Benjamin Pulsford contracted with the overseers of the Inparish of Wells to provide obstetric care for the poor, and also undertook some private cases. There is no evidence that William Pulsford undertook obstetrics, but there may have been a separate ledger for obstetrics which has not survived. The Medical Register for 1780 lists five surgeons and apothecaries in Wells in addition to the Pulsfords. There was also at least one physician-Dr Harington25-who is mentioned in the ledger. Thus competition in the field of physic was strong, and possibly in obstetrics as well, while the Pulsford practice was long-established and probably well recognized for its preference for surgery.
Surgery in the eighteenth century was defined as the treatment of external diseases and all which required "manual interference". It included operations, the reduction of fractures and dislocations, the dressing of wounds and ulcers, the removal of teeth'and the opening of abscesses, and all eye and skin diseases. Surgeons also had a virtual monopoly in the treatment of venereal disease. Midwifery was not considered exclusively a surgical activity and was undertaken by some physicians, surgeons, and apothecaries as well as by the few who made it their chief activity as men-midwives or accoucheurs.
"lIbid., vol. 2, pp. 1060-1080. See also, J. A. Nixon, 'Thomas Baynton 1761-1820', Proc. R. Soc. Med., 1914-15, 8: 95-102 Tables 1 and 2 are based on an analysis of the whole ledger; the remainder are based on a sample consisting of all the cases recorded as having been seen in the year 1757. Table 1 shows the patients' occupations, which were recorded in about one-quarter of the cases. It shows a predominance of tradespeople rather than the gentry or the professions. It is probable that the upper levels of society in Wells would either have employed the physician, or, if a surgeon was required, would have employed the senior partner, Benjamin Pulsford, for his greater experience. In addition, the Pulsfords were appointed as parish surgeons to the In-and Out-parishes of Wells, the parishes of Wookey and Holcombe, and possibly other parishes as well. These appointments contributed a considerable amount to their income and suggest that in this area the old poor law system provided a reasonable standard of medical care for the poor. Table 2 demonstrates the distance some of the patients lived from the centre of Wells; but not all of them were necessarily visited at home. There is clear evidence that some attended at William Pulsford's house,26 and others stayed in Wells during a course of surgical treatment. On several occasions, there is a record of the overseers of the poor paying for a patient from an outlying area to be boarded in Wells for the purpose of receiving treatment. For example, at the request of the overseers of the poor for the parish of Holcombe: "We went to Holcombe to take off a leg for Mary Pearl on Acct. of the bones of the Foot having been for a long time Carious, but finding the woman able to be brought to Wells, defer'd the operation till the 21st when it was performed at Thos: Maynard's in Prison Row." Likewise, in November 1759, an operation for fistula-in-ano was performed on the orders of the overseers in Wells: ". . . the man was an alien, but maintained during an illness soon after by the parish". Table 3 shows the 334 episodes of illness recorded in the ledger during 1757, but once again it must be emphasized that this was not the complete list for that year, since a number of cases were almost certainly recorded in a previous ledger. It provides, however, a representative sample. The diagnostic terms used in the table are, with few exceptions, those recorded by William Pulsford in the ledger. The exceptions are "skin eruptions" for some ill-defined skin conditions, and "dental disorders" for extractions and dental abscesses, etc. "Oedema" is an interpretation of a clinical description.
There are two main features of this table. The first is the predominance of surgical cases; the second, the minor nature of many of the cases. Surgery in the preanaesthetic era is usually pictured as a series of grim and dreadful operations of unimaginable pain. As Porter recently described it: ". . in the age of agony before antiseptics and anaesthetics, surgery was limited to simple, quick or desperate operations such as amputations, removing bladder stones and setting fractures".27 Indeed, this view has sometimes been combined with the belief that our predecessors in this period were either less sensitive to pain or much more stoical than ourselves, accepting or ignoring minor complaints and only consulting surgeons as a last resort. The evidence of the Pulsford ledger provides no support for such a view; instead it provides a more prosaic picture. Most of William Pulsford's income was derived from "'Benjamin Pulsford in his will dated 1784 refers to the room in his house where he saw patients as his "surgery". This is, in the author's experience, the earliest such use of the word.
"Roy Porter, English society in the eighteenth century, Harmondsworth, Penguin Books, 1982, p. 303. 
Glossary
The itch-scabies. Phymosis and paraphymosis-inflammatory swelling of the foreskin. Hydrocoele-accumulation of fluid surrounding the testicle. Ganglion-cystic swelling arising from the tendon, usually on the back of the hand or wrist. Haematoma-a tumour consisting of an extravasation of blood. Albugo-a scar on the cornea following a corneal ulcer; smallpox was here a common cause.
Source: as for Are you too fine a gentleman to think of contaminating your fingers by administering a clyster to a poor man, or a rich man, or a child dangerously ill when no nurse can be found that knows anything of the matter? This is a part of your profession that it is as necessary for you to know how to perform as it is to bleed or to dress a wound. Or are your olfactory nerves so delicate that you cannot avoid turning sick when dressing an old neglected ulcer; or when, in removing dressings, your nose is assailed with the effluvia from a carious bone? If you cannot bear these things, put Surgery out of your head and go and be apprentice to a Man Milliner or Perfumer.3" This is a memorable account of the true nature of surgery, and it has an important bearing on the social status of the surgeon. The physician, unless as a country doctor he had to treat all conditions, scarcely came into physical contact with his patient except to feel the pulse. He could, and usually did, stand aloof; his dignity depended on it. Surgery, on the other hand, was emphatically a manual craft, unsuitable for refined and delicate sensibilities. Although surgery contained a large element of 28I. S. L. Loudon, 'Leg ulcers in the eighteenth and early nineteenth century', J. R. Coll. Gen. Practnrs, Part 1, 1981, 31: 263-273; Part 2, 1982, 32: 301-309. 29A nurse was occasionally employed by William Pulsford, but usually only in the final period of healing.
It is not known whether she was paid directly by the patient or by Pulsford.
"0This was also true of hospital surgery in the eighteenth century. For example, out of 152 surgical in-patients admitted to the Nottingham General Hospital in 1795-97 under the care of Mr John Wright, honorary surgeon to the hospital, only four underwent major or "capital" operations. A large majority were admitted with ulcers and inflammations treated by local applications, dressings, diet, and bed-rest. University of Nottingham Library: manuscripts department. 'Patients' treatment book 1781-1801' (Ref. 12 coarseness, its effectiveness lay not so much in the dramatic realm of so-called heroic surgery as in the simple non-operative measures. At this prosaic level the eighteenthcentury surgeon could relieve and cure many common complaints. It is probably true to say that the intervention of the plain country surgeon like William Pulsford, exercising his skill with fractures, dislocations, abscesses, and toothache, achieved far more than the most wise and skilful physician. Campbell, the author of The London tradesman (1747), would have shared this view. He was frankly scornful of the effectiveness of physicians, but regarded the surgeons much more favourably. His description of the nature of surgical practice corresponds closely to the practice of William Pulsford, and he believed that "a properly qualified" surgeon could not only obtain a "lucrative employment", but, unlike the physician, deserved it. "An ingenious Surgeon, let him be cast on any Corner of the Earth, with but his case of Instruments in his Pocket, he may live where most other Professions would starve."32
Probably the greatest part of William Pulsford's time was spent in the tedious treatment of chronic infective conditions, but the most common category-and the one in which the surgeon was able to offer most effective treatment-was accidents and injuries. These ranged from minor sprains to severe injuries, and the nature and cause of these is shown in Tables 4 and 5 . Injuries associated with horses were common and often severe, emphasizing, like the evidence from the diaries of James Clegg and Richard Kay, that horse transport in the eighteenth century was far from safe. Accidents with farm implements were also common and one was fatal: [vid. itin. = seen on a "journey", i.e., on the round of visits.]
The treatment of wounds and lacerations, a frequent occurrence in the practice of all surgeons, was a much-debated subject in the eighteenth and early nineteenth centuries. At the centre of the debate was the question whether it was safe to bring the edges of a wound together and encourage healing by primary intention, or whether the wound should be kept open and suppurating by the insertion of "tents" to allow slow painful healing from below by secondary intention, leaving an ugly scar. Broadly speaking, the end of the century saw the abandonment of the secondary method, leaving the question of how primary healing was to be encouraged. The alternatives were by stitching or by strips of plaster-the latter being known as the "dry suture". Stitching carried the extra risk of sepsis from the suture material, although it produced a neater result. An albugo is a corneal scar, of which smallpox was one cause. The same child appears, two years later, in the ledger when her father "being in liquor he threw a board and cut [her] head in an ugly manner".
Amongst the minority of medical cases treated by William Pulsford much the most common were sore throats, and it seems there was an epidemic of them in Wells in 1757-59, which, with good reason, caused Pulsford to feel alarmed and helpless. These cases were described most often as sore throat or inflamed sore throat, but also on numerous occasions as ulcerated sore throat or ulcerated tonsils. The rash of scarlet fever was never recorded, and the clinical descriptions do not suggest diptheria in spite of one reference to "Dr Huxham's species" of sore throat.34 Instead, the concurrence of erysipelas (once entered in the ledger as "St Anthony's fire of the face") suggest an epidemic streptococcal infection. The descriptions correspond to those of Fothergill, who described A sore throat attended with ulcers in London in 1748,35 and noted its continuation as an "epidemic sore throat in both children and adults" in 1755. And this was not the only fatality from a throat infection. In the same month, February 1757, Mr Savage of Priddy "who had an incapacity of Swallowing which seemed to proceed from some Disease of the Glands, as he spit up immense quantities of viscid phlegm" was treated with blisters and plasters while he stayed at an inn in Wells. He retumed home with "a blister for each arm and one for the throat ... where he died a Day or two afterwards".
To summarize the clinical practice of William Pulsford and emphasize the essentially mundane nature of country surgical practice in the eighteenth century, the following is a list of the new cases recorded in the ledger for the week commencing 6 March 1757:
A servant boy with inflamed tonsils; D.(decoction) rubra supplied. A chandler's wife with a "bad back" for which an embrocation was given. A child with a hernia, treated with a plaster. A woman given ointment for her piles. An apprentice with a "bad knee", plastered. A woman with a dental abscess. A silversmith with an inflamed arm, bled once and the arm dressed twice daily: cured in a fortnight. A millwright with an abscess of the ear treated with drops of balsam in spirit. An innkeeper's wife with a fractured fifth metacarpal. A visit to a sick woman at Coaxley on the order of the overseers of the poor; no diagnosis or treatment recorded. A man with a "slow fever" and stomach pain. "I cut him an issue and some days after ordered a blister." 37While it is obviously impossible to be certain of the cause of death in this case there are features of the story which would fit an acute Haemophilus influenzae infection with epiglossitis and/or laryngeal obstruction, suggested by the short interval between onset and death, and the "relaxed" (? oedematous) uvula.
A farmer's wife with an inflammation of the breast "dress' until it suppurated and broke". A girl with an inflamed throat "treated with D. Rubra and very soon recovered". Five deaths were recorded in the ledger. Two were from throat infections, one from (presumed) sepsis from a severe leg wound, and two others: a patient who had been catheterized several times for "suppression of urine" and was found dead on a routine call; and "Mrs Parsons [who] broke her thigh two thirds up at the age of 87. I reduced it and a strong callous formed; but the old woman grew so fond of her bed that she never got up much afterwards-mortified her back and died of old age." V The size of the fees charged by the Pulsfords was determined by a number of factors. For example, fees were higher for difficult and skilled procedures; more was charged for an amputation than for extracting a tooth. The more attendances, the larger the fee, and this, although obvious, was important because so many cases required frequent attendance over long periods. If the patient was visited at home, the greater the distance the larger the fee, although there was a tendency to charge a flat fee for most "journeys" rather than to calculate strictly according to distance. Outcome-that is, success or failure of treatment-had little effect on the size of the fee. Finally, the social and occupational status of the patient could influence the fee charged, but on the whole it is interesting how little effect this had. Where comparable cases are recorded in the ledger, there was generally little variation in the fee over a wide range of occupations. Substantially higher fees were usually charged only at the uppermost end of the social scale. For example, l Os. 6d. was the Pulsfords' standard charge for inoculation against smallpox; but the wife of the Hon. George Hamilton Esq. was charged four guineas. Conversely, fees were not lowered for treatment paid for by the overseers of the poor, or for the lower income groups who paid for themselves. Sarah Cole of Lytton, who was so circumstanced it was believed she was "on the parish", was treated for an oral infection arising from "rotten teeth" which had to be extracted. The overseers refused to pay, and William Pulsford charged her two guineas, insisting on payment by monthly instalments of 5s until it had all been paid. Treatment of a "foul ulcer on the leg from a dog-bite" 1 gn. "Ulcer on ancle" treated, "cured in 6 weeks" 2 gns. Farmer treated for 4 months for a "sore leg" 2 gns. "Ulcer on ancle" treated for nearly 5 months 24 gns. "Sinuous ulcer on leg"; operation to "cut integuments"; thirteen journeys 24 gns.
Inflamed leg with ulceration, treated intermittently over 2 years and 6 months 14 gns. The most common fee charged by the Pulsfords, and also with few exceptions the lowest fee, was 5s. This was demanded for treating a hat-maker for a sore throat; a young woman with "the itch"; a farmer's wife whose inflamed breast was treated with a plaster; for opening an abscess, or for extracting a tooth. This minimum fee for a minor procedure represented perhaps half if not the whole of a week's wages for a hat-maker; medical care was not cheap. Only once did Pulsford record that he treated someone "gratis".39 Further examples of the fees charged are shown in Table  6 , but in spite of the quantity of financial data, it is impossible to be certain of William Pulsford's income. Following his death, an entry was made in the back of the ledger to the effect that £453 19s.2d. was owed to William's estate and £458 15s.0d. to Benjamin Pulsford. The basis of these calculations is uncertain. Probably, they refer to the total sums owing to the partnership at William's death; some had been owing for years. A further difficulty in estimating the profits of the partnership concerns the dispensing of medicines. Medical treatments are mentioned in passing in the clinical notes in the ledger but there are no prescriptions, no quantities supplied, and no charges specifically for medicines. It is certain that William Pulsford supplied medicines such as his almost routine "D.Rubra" for sore throats, and likely that there was a separate prescription book which included charges apart from those entered in the ledger. These charges could have formed a substantial addition to the practice income. Even if the probability of a separate prescription book is ignored, together with any "hidden" income in the form of goods, it seems likely that William Pulsford earned at least £400 a year.
Miscellaneous conditions
If this estimate is correct, Pulsford earned his substantial income not from a highly specialized practice amongst the rich, scattered over a large area, but for the most part from ordinary simple surgical procedures in a practice of farmers, shopkeepers, and craftsmen living in, or close to, Wells. Moreover, he was in competition with at 3On another occasion it was noted that the patient was "poor" and there was no indication of a fee charged or received. This patient may also have been treated "gratis". least one physician, and at least two (and probably more) surgeon-apothecaries in the area. This provides the evidence of a substantial market for medical care and a willingness to pay Pulsford's substantial fees in preference to home remedies or less expensive unorthodox practitioners-although, no doubt, these were employed as well.40 Moreover, the comparison, in terms of fees and income, between William Pulsford and Claver Morris is most revealing.
Claver Morris (1659-1726) was a graduate of Oxford University (MA 1682, MB 1685, MD 1691) and an extra-licentiate (1683) of the Royal College of Physicians of London.4" After a period in Salisbury, he moved to Wells where he remained in practice as a physician during the first quarter of the eighteenth century. His patients included a high proportion of the gentry and the rich, not only throughout Somerset, but also in Gloucestershire, Wiltshire, Devon, and Dorset. His impeccable qualifications and the social standing of his patients were those of a well-known and sought-after provincial physician of high repute. His house in the Liberty in Wells was larger and grander than Benjamin Pulsford's house at 5 New Street; but his fees and income were considerably lower than those of the Pulsfords. Claver Morris charged the poor 2s. 6d., the small tradespeople 5s., the substantial tradespeople 1Os. 6d., and the gentry one guinea. It is estimated that his income from his practice was between £100 and £150 up to 1710 and then between £200 and £300 a year. Here we have the unexpected finding that the fees and the annual income of the well-known physician with a practice amongst the gentry and the aristocracy were substantially lower than those of the young surgeon, although there was only a gap of thirty years between the end of Claver Morris's practice and the beginning of the Pulsfords'.
VI
The contrast between the incomes of Claver Morris and William Pulsford may have been due partly to the number of patients seen. William Pulsford was busy and most of his patients were local, while Claver Morris travelled long distances. Nevertheless, one would have expected the sought-after physician to the rich to have charged substantially higher fees than the young local country surgeon; instead, the fees were much the same. This suggests three possibilities. First, that the Pulsfords' fees were due to inflation during the intervening period. This can be dismissed, because there is no evidence of a significant rise in the cost of living between 1700 and 1760 in England in general or Somerset in particular, and certainly not to the extent of the difference between the two incomes.42 Second, there is the possibility that either Morris or Pulsford were atypical practitioners; there is no evidence that 'William Pulsford tended to be equally scornful of the failures of other orthodox practitioners in his neighbourhood and the treatments he described as "old-women's remedies", used by the patients themselves or on the advice of friends or neighbours. Otherwise, there are no references in the ledger to unorthodox practitioners.
4"E. Hobhouse (editor), The diary of a West Country physician, London, Simpkin Marshall, 1934. 42Gladys Bradford, 'Social and economic history [ they were. The third possibility is a general rise in medical fees between the early years of the eighteenth century and the time when William Pulsford started in practice. There is some evidence for such a change but uncertainty about the time when it occurred. But there is support for the more general proposition that the fees charged and incomes earned by provincial medical practitioners were substantially higher in the second half of the eighteenth century than in the first. For example, there is a marked difference between two bills submitted by Somerset practitioners in 1737 and 1779 respectively. They were bills to two women who suffered similar conditions, both prolonged and both requiring numerous visits, surgical dressings, and medicines. The first, in 1737, amounted to a total of £10 7s.4d. and visits (about 130) were charged at about Ls. each.43 The later bill amounted to £44 3s.Od. and included fifty-two visits at 5s. each." Of course, the differences between these two bills may have reflected no more than differences between the patients' circumstances or between the habits and reputations of the practitioners. But there is other more comprehensive evidence.
An example is provided by a medical practitioner's day-book for the period 1703-10.45 The name of the practitioner is unknown, but he practised near Leeds in Yorkshire. The day-book shows a type of practice that corresponds to the stereotype of the country apothecary, dispensing medicines from a shop. Examples of his notes are sl4own in Table 7 . Medicines were dispensed on the basis of uroscopy and symptoms described either by the patient or by relatives or friends. In only about two per cent of cases was the patient visited, and when that occurred the addresses suggest that visits were confined largely to the well-off. Throughout the day-book, the fees, compared to those of surgeon-apothecaries in the second half of the century, were very low. Moreover, this practitioner regularly recorded each 1 January his income for the previous year. Between 1703 and 1710, this ranged from £68 19s.9d. to £105 18s.5d. Approximately four-fifths of his income came from the sale of medicines and one-fifth from small-scale farming, mostly the sale of cattle. Another apothecary's notebook for 1667-1715 (provenance uncertain) shows prices similar to the Leeds apothecary and an annual income rising gradually from £143 p.a. in 1697 to £266 in 1716.46 Confirmation of the increased prosperity of medical practice in the mid-eighteenth century is provided by the anonymous author of A general description of all trades (1747), where the trade of the apothecary is described as a "very genteel business and has been in great vogue of late years. records of this period? The most frequent records of medical practice are practitioners' bills. Some are private bills; many are bills from parish surgeons to overseers of the poor. A number of these were examined and certain commonly recurring items were selected for comparison-the cost of two common types of medicine (mixtures and draughts) and the cost of journeys or visits. These, with the average cost of all the medicines prescribed, were abstracted from the bills and a selection of the results of this exercise is shown in Table 8 . Other examples are provided by overseers' bills for other forms of medical and surgical care. Overseers were required to be sternly economical with parish money; they could, and sometimes did, refuse to pay charges which seemed excessive. Yet, with few exceptions, they did not object to fees charged by parish surgeons equivalent to the charges made to private patients. For example, the overseers of the parish of South Cadbury in 1775 paid the parish surgeon 15s.6d. for one journey and "setting a lad's collar bone"-the simplest of all fractures to deal with.48 In 1771, Mr Bryant was paid by the overseers of the parish of Broomfield, £8 19s.0d. for "laying open and curing an Imposthumation", and in 1770 they paid three guineas for the reduction of a fractured thigh.49 In 1746, however, the fee paid by the overseers of the parish of Bishop's Hull in Somerset for opening and curing a large abscess in the head-which required a series of visits-was only lOs.6d.5°The contracts when the surgeon was paid by salary often show a similar difference. In Bedfordshire in 1729, John Sharpe, apothecary, contracted with the overseers of the poor at Eaton Socon to supply all care to the poor (including medicines) for £5 for a period of fifteen months. In contrast, Walter Borlase, parish surgeon in 1790 to Ampthill, was paid eleven guineas a year for a similar contract.5" The parish surgeons of Stour (Stower) Provost in Dorset were paid a retaining salary for all treatment except midwifery, smallpox, and broken bones. In 1786 the salary was five guineas p.a.; in 1787, £8; and by 1803 it was twelve guineas. As the population of the parish in 1801 was only 604, these salaries must have been easily earned.52 This evidence suggests that the fees charged by provincial practitioners increased around 1740-50 and then, from 1750 until the early nineteenth century, remained level, with the exception of fees to parish surgeons which often rose sharply in the early nineteenth century. The prosperity of practitioners depended not just on the fees they could charge, but also on the number of patients per practitioner and the amount of medicine and other forms of care those patients could be persuaded to accept. Rough estimates of doctor/population ratios can occasionally be made in the eighteenth century, but accurate estimates are generally impossible before the census of 1841. As for the quantities of medicine provided, these, in the eighteenth century, were often astonishing. The "Golden Age of Physic" was based on the sale of vast quantities of medicine, much of it made up in small individual bottles or packages, each charged individually to maximize profits.
For example, at the end of 1754, the medical attendant to the Carews of Crowcombe Court, Somerset, presented his bill for the year.53 This one family had been supplied in 1754 with medicine, delivered daily including Sundays except for a few gaps here and there, totalling 687 items plus seven bleedings and two blisters. The bill (twenty-three closely written foolscap pages) came to £154 5s. 7id., of which £50 was carried forward from a previous unpaid bill. By comparison, the same family in 1737 paid £41 6s.6d. for about 450 items of medicine.5 Other bills for medicine supplied to private patients in Somerset confirm the large quantities provided.
Richard Smith junior in Bristol furnished vivid evidence of the profits to be made from the dispensing of medicine until the appearance of the dispensing chemists brought the golden age to an abrupt halt. Smith, as a young man, "had a patient bequeathed to me by Mr Alland who frequently took day and night (for if he was awake he took a draught) six or seven bottles-my apprentice regularly made up and ready two or three packets",55 and his aunt took some mysterious pills on certain days "her regular banyon or blackwood days" and paid her apothecary £30 to £40 every Christmas.56 Certain medicines containing musk or oil of cinnamon were used for "grandees", and these were charged at 10s.6d., of which at least lOs. was profit. A family called the Greenlys at Clifton "could not move without a regular supply of physic-they took with them to Weymouth 200 'tonic draughts' and one thousand pills of various descriptions--as there were no pill machines in those days Lassall [the "157 apothecary's apprentice] told Smith he was 'sick to death with the rolling of them'.
The upper and middle classes, at least, were great medicine-takers in the eighteenth century, not only for illness, real or imagined, but for the prevention of disease or the general belief that medicines improved their health. In addition, "there were abundance of people who, every spring and fall, lost blood and were disciplined for a fortnight or three weeks".58 Others required an issue to be made and kept open (sometimes for months or even years), imagining themselves ill if it was not kept discharging.59 The sale of medicine, however, held pride of place, outstripping the surgeon's bleeding, blisters, and issues.
In this respect, the purchase of medicines and medical care was a part of the commercial boom in eighteenth-century England. Recently, a number of historians have drawn attention to the birth of the consumer society and the "consumer revolution" of the third quarter of the eighteenth century.60 The impression of a rise in prosperity of medical practitioners dating from 1740-50 coincides with evidence of a rapidly expanding market economy from the mid-century. Farmers and manufacturers of the kind found in Wells thrived as never before, and medical practitioners cashed in on this market. From the point of view of the costs of starting in business and basic costs of materials, there were few occupations so profitable as that of the surgeon-apothecary. As Campbell remarked in 1747 of the apothecary: "There is no Branch of Business, in which a Man requires less Money to set him up than this very profitable trade.... His profits are unconceivable. ..." Adam Smith's well-known defence of the apothecary in 1776 must have gladdened the hearts of medical practitioners at a time when they were beginning to be criticized for their fees: "The skill of an apothecary is a much nicer and more delicate matter than that of any artificer whatsoever. . .", and though he should sell his drugs at a profit of a thousand per cent, ". . . this may frequently be no more than the reasonable wages of his labour charged, in the only way he can charge them, upon the price of his drugs. The greater part of the apparent profit is wages disguised in the garb of profit."6" Adam Smith suggested that the apothecary in a market town could earn an income of £400-£500 a year, which is in line with the estimated income of the Pulsfords in the 1750s.
Nearly all the examples in this paper have been drawn from the South of England. Income levels may have been lower in the North. William Elmhirst in Yorkshire, for example, is estimated to have earned about £250 a year from medical practice;62 and it should be mentioned in passing that the fees earned by country surgeons in Scotland were very much lower than those in England. In fact, the poverty of country practice in Scotland was proverbial in the nineteenth century as well as the eighteenth.63 In England, however, the income of the country practitioner often compared favourably with that of other trades and professions. For example, Joseph Massie's estimates of income for 1759-60 were £100 p.a. for the superior clergy, and £50 p.a. for the inferior; £100 p.a. for persons professing the law; and £150 for the richest farmers.64 Possibly, the estimates for law and the church are on the low side. The legal profession became increasingly prosperous through the growth of nonlitigious business, and Holmes suggests £1 00-£200 as the income of minor clergy and £250 at least for the middle ranks.65
The successful medical practitioner could look for extra sources outside the fees for private practice. In particular, medical care provided by the parish under the "'Adam Smith, Wealth of nations, London, 1776.
6"The Elmhirst ledger, Sheffield Public Library, local collection, (accession no: FH/13 63398). See also, E. M. Sigsworth and P. Swan, 'An eighteenth-century surgeon and apothecary: William Elmhirst (1721-73) ', Med. Hist., 1982, 26: 191-198. 63The account-book of James Steedman of Kinross dating from 1758 (the library of the Wellcome Institute for the History of Medicine, London, MS 4702) demonstrates the low fees charged; and another fine example can be found in the bill to a Writer in Lanark in 1759 in John Glaister, Dr Smellie and his contemporaries, Glasgow, James Maclehose, 1894, pp. 16-17 . See also, Sir Walter Scott, The surgeon's daughter, new ed., London, George Routledge, 1831 (first published in 1827): "There is no creature in Scotland that works harder and is more poorly requited than the country doctor, unless perhaps, it be his horse." The hero of this novel, the surgeon Gideon Grey, was said to travel 5,000 miles a year on horseback and earn less than £200 p.a. Gideon Grey was based on a true Scottish practitioner, Dr
Clarkson of Selkirk, and the detail is accurate.
64Peter Mathias, 'The social structure in the eighteenth century: a calculation by Joseph Massie', Econ. Hist. Rev., 1957-58, 2nd series, 10(1): 30-45. 6'Holmes, op. cit., note 2 above, pp. There are a few scattered references in the Pulsford ledger to payments by "the clubb". But later, in the 1790s, a practitioner from Towcester, a Mr Sabin, derived a substantial income from club practice, particularly the "Bear Club".7" So far in this paper, obstetrics has scarcely been mentioned. Although for reasons of space, clinical practice cannot be discussed, some mention should be made of the economic aspects of the practice of man-midwifery. Some practitioners undertook obstetrics because there was no one else in their area to do so; others used it as a means of becoming established, and gave it up as soon as they could; and some persisted with it from the enjoyment of exercising an acquired skill.72 Very few did it for profit. "I know of no surgeon", wrote Richard Smith, "who would not willingly have given up attending midwifery cases provided he could retain the family in other "In Bedfordshire, for example, Mr MacGrath of Biggleswade was, in 1811, the parish surgeon to seven parishes. The smallest with a population of eighty-eight paid him £4 4s.0d. a year; the largest (which he shared with another surgeon) had a population of 1,895 and MacGrath's share was£22 10s.0d. a year. For attending the poor of all seven parishes (total population 3,429) he earned, in 1811, £106 5s.0d. 1787.76 In that year, he delivered 121 women. No payment was recorded for fifteen, half a guinea for seventy-seven, one guinea for fifteen, two guineas for twelve, and three guineas for two. In the same year, he recorded 161 consultations for other conditions. These were not usually defined, but they included fractures, dislocations, bleedings, and tooth extractions. As a whole, the other consultations would have been much less arduous than obstetrics; yet the average fee for midwifery cases was 14.4 shillings, and for the non-obstetric, 14.3 shillings,77 although as a well-known man-midwife in Bristol, Ward probably commanded high fees for his services. At all events, for the time and effort involved, medicine and surgery were much more profitable than midwifery, provided the practitioner could be fully employed in them.
Sometimes, medicine in the eighteenth century is described as an occupation in which the elite of physicians and surgeons could make a fortune, while the rank and file struggled desperately against a distrustful public and an army of successful quacks. The evidence here suggests, on the contrary, that there was an extraordinarily favourable market to be exploited by surgeon-apothecaries imbued with a lively spirit of hard commercialism during the second half of the eighteenth century. Subsequent changes are beyond the period of this paper, but evidence presented previously suggests that there was a sharp decline in the income of the successors to the apothecaries and surgeon-apothecaries-the general practitioners-during the first half of the nineteenth century; and that this decline was due mainly to three factors, the increased cost of medical education, competition from dispensing druggists, and the over-production of medical practitioners following the Apothecaries' Act of 1815.78 Thus, there is no support for the common view that the prosperity of the rank-andfile practitioners of medicine steadily increased from the eighteenth into the VII Benjamin Pulsford was a man of considerable property. He inherited a landed estate from his uncle, Christopher Lucas (see Part I), bought property in both the Inand the Out-parish of Wells and the parish of Croscombe, and purchased from Lord Waldegrave land in Woodford. He also owned a fourth share of a lead mine. The property in hi$ house, which he divided amongst his sons in his will, included furniture, pictures, "useful" and "omamental" china, books on "physick and surgery", "the skeleton in my surgery", pistols and at least three sporting guns, one of them silver-mounted. He also bequeathed his horses to his sons. Three close friends are remembered in his will, one being a partner in the lead mine. Two are simply described as "Gentlemen" and the third was the Reverend John Prowse of Camerton.79
Although little is known of the social standing of the Pulsfords, one is left with the impression that they were literate but not learned men, more interested in field sports and farming than religion, philosophy, or the arts. They were businessmen, able and willing to command high fees for their skills, and as a consequence they were prosperous.
Wells in the eighteenth century was predominantly a market town, dependent on agriculture and the clothing industry, particularly stocking-making. The uplands of the Mendips were unenclosed until the 1770s, but the lowlands were richly cultivated. In 1801, the population of Wells was 4,505. It is generally supposed that the population had altered little and had been in the region of 4,000 to 5,000 at least for a hundred years previously.80 The surrounding villages visited by the Pulsfords cannot have contributed an extra population of more than, at most, another 5,000-7,500. Yet, in 1780, this population supported seven surgeon-apothecaries (including two Pulsfords-Benjamin and Lucas) and at least one physician.81 Even if some of these practitioners spent much of their time in additional occupations such as farming there must have been a thriving market for orthodox medical care. And there is no reason to believe that in this respect Wells was exceptional. Taking into account all the social and economic data discussed above, can the practice of the Pulsfords and their contemporaries be described as a trade or craft, or should it be seen as a clear example of a profession, albeit in the early stages of development?
The trade versus profession debate is a recurrent and popular preoccupation of social historians.82 Few would dissent from the view that there was not, by any London, Frank Cass, 1964 (originally important criteria, a unified medical profession before the nineteenth century. Likewise, most would agree that physicians, collectively, displayed some at least of the accepted features of a profession. The difficulty arises in attempting to assign an agreed status-an acceptable labe-to the country surgeons and apothecaries, without falling back on a process of backwards extrapolation from their nineteenthcentury successors. Freidson, for example, singled out autonomy as the key feature of the professions in the sense of the right of an occupation to control its own work. Moreover, that autonomy is seen as a privilege conferred by society. In theory, physicians in the eighteenth century possessed such privileges and powers, at least at the level of their London College, and attempted, however weakly, to enforce their monopoly through the legal powers they possessed. But the lower ranks of medical men were subject to no formal education, no examination, and no licensing. They were not, in the sense intended by Freidson, an autonomous group, granted (by society) the power and right to control their own affairs. The Society of Apothecaries, the Company of Barber-Surgeons, and even more its successor after 1745 the Company of Surgeons, might have been expected to be the bodies through which autonomy could be exerted. But, to the provincial practitioners, they were distant corporations in London to which they owed no loyalty and which had no interest in the welfare, education, or standards of practice of the provincial practitioner.
Apart from autonomy, the criteria by which an occupation may be granted the status of a profession include public recognition, a sense of service, an ethical code enforced by the threat of expulsion from the profession, the setting and maintaining of standards of education and practice, a sense of corporate identity and with this what is called "professional pride". To some, professionalization is no more than a conspiracy to establish a monopoly, cloaked in the disguise of altruistic concern for the welfare of patients or clients. But to many historians involved in the trade v. profession debates, the most attractive argument in the long run seems to be that a profession is neither more nor less than a full-time occupation of high status. The attractiveness of this argument is its simplicity. But in reality, it only shifts the problem of definition from the word "profession" to the words "of high status". In the end, this may be merely a circular argument: that an occupation has a high status because it is, or looks like, one of the professions. Whichever of these criteria for the definition of a profession is chosen, none seems to apply decisively to the provincial surgeon-apothecary as described in this paper. Perhaps in the end we should appeal to the contemporary description of the occupation. How did the surgeonapothecaries of the eighteenth century describe themselves? For it may be argued that the use of the term "profession" by the surgeon-apothecary is prima facie evidence of professional status. However, it is found that they referred to their published 1933 Med., 1983, 32: 27-30. occupation much more often as a trade or a business. Richard Smith junior in his extensive biographical memoirs used the terms "being in a good line of business" or "setting up in business" repeatedly.83 Campbell and the author of A general description ofall trades in 1747 both distinguish clearly between the professions of Divinity, the Law, and Physic and the business or trade of the surgeon and the apothecary.8' Yet a young practitioner who "set up in business" was likely to say he did so in order to "practise his profession". There is no inconsistency here. In the transitional state of medicine during the latter half of the eighteenth century the distinction was uncertain and unimportant. Only in legal documents was there a necessity to be decisive. The attorney who drew up a partnership agreement between two Northampton practitioners in 1780, neatly hedged his bets when he wrote that the partners agreed "to join together in the said several professions trades or businesses of Surgery Midwifery and pharmacy".85 Faced with such evidence, the debate set in the adversarial terms of either a trade or a profession may be inappropriate, for it presupposes a sharp divide where none existed. The alternative is to remain on the fence and say that the lower ranks of the profession came somewhere between the tradesman and the professional gentleman. The navy placed their surgeons in just such a position-neither on the upper nor the lower deck, but midway with the Master and the Purser as warrant officers of wardroom rank, while the junior surgeons lived in the gun-room. It was not until the nineteenth century, after the reforms of 1805, that their status was raised by the granting of the privilege of a uniform, and the naval surgeon was required to wear a "Captain's undress uniform with a standup collar". The physician was distinguished by gold lace on his sleeves, to emphasize that the gap still existed now that the surgeon could lay claim to the status of an officer and a gentleman.86 VIII This account of provincial practice in the eighteenth century began with two contrary views. The first, a sort of mild Hogarthian caricature, pictured a generally primitive level of medical practice deserving no more than the description of a trade. The second was the more recent thesis of Holmes, who sees a marked advance of the rank-and-file practitioners towards the status of professional men as something that occurred between 1680 and 1730. The first view clearly underestimates the level of clinical skills and of prosperity in the eighteenth century. As for the second, the evidence suggests that the changes that Holmes described as occurring before 1730 took place at a later period. The increased prosperity and standing of medical practitioners, and more especially the improvements in medical education, were essentially features of the second half of the eighteenth century, even only became a thriving industry in the last quarter of the century, continuing into the nineteenth. It then became an over-productive industry leading to bitter competition between the general practitioners of the 1830s, '40s, and '50s. If those men looked back in envy at their predecessors, who can blame them? By comparison, the second half of the eighteenth century must have appeared as a golden period for medical practitioners.
